Clinicians are often tasked with identifying and managing patients who are at risk for suicide. Therefore, greater understanding of factors that impact the efficacy of suicide risk assessments (SRAs) are of critical importance. One potential factor that may affect assessments of risk severity is the timing of the evaluation during clinical interview. Given that some patients are reluctant to disclose suicide-related symptoms, it is possible that asking about suicide at the beginning of an interview elicits more false negatives. It is also possible that if risk assessments are conducted in a manner that is encouraging to the patient, timing does not significantly impact patient report. This study examined whether SRA timing within an initial intake interview affects risk severity ratings. Adult psychiatric outpatients (N ϭ 169) were randomly assigned to receive an SRA during the beginning or middle of a 1-hr intake. We failed to find a significant difference in suicide risk ratings between those who were evaluated at the beginning compared to the middle of intake (14% vs. 15% rated at elevated risk). Findings were not moderated by age, gender, or attempt history. Our results provide preliminary evidence that the timing of SRA may not impact risk severity ratings.
, experiencing these hesitations may be unable or reluctant to divulge (knowingly or unknowingly) information relevant to suicide risk, which impacts clinicians' ability to make appropriate clinical judgments. Estimates have suggested that only between 3% and 31% of suicide decedents who access health care in the year preceding death communicated suicidal intent at their final consultation (Isometsä, Heikkinen, Henriksson, Aro, & Lönnqvist, 1995; Matthews, Milne, & Ashcroft, 1994; Pearson et al., 2009) . Given the importance of obtaining accurate information when determining suicide risk, it is vital to examine factors that influence suicide risk ratings.
One factor that may influence suicide risk ratings is the timing of the assessment in a clinical interview. In outpatient settings, essential information pertaining to the assessment of safety and suicide risk is often gathered within the first session, and in inpatient settings, suicide risk assessments are often conducted early during the initial clinical interview because time and resources are even more limited. Consistent with the aforementioned research, assessments conducted early in the clinical interview may be met with hesitation, which impacts the accuracy and integrity of the information used to determine suicide risk. Relatedly, risk ratings based on assessments conducted early during interviews may be subject to the hello-goodbye effect, which refers to the tendency to magnify symptoms early on in treatment to increase treatment eligibility (Choi & Pak, 2007) ; this may inflate risk ratings.
It could also be the case, in contrast to Shea (1999) and Busch and colleagues (2003) , that if asked calmly and directly about suicidal thoughts, the majority of patients will be honest and forthcoming. Indeed, Joiner, Sheldon, Williams, and Pettit (2003) have shown that the application of a theory of motivation-the self-determination theory (Ryan & Deci, 2000) -to clinical work may increase patients' motivation for therapy. Specifically, the theory proposes that humans have three fundamental psychological needs-relatedness, competence, and autonomy. In applying the theory to clinical work, Joiner and colleagues (2003) proposed that to the degree that a therapist's stance and style fosters the fulfillment of these needs (e.g., being kind, emphasizing patient strengths, and providing choices)-which can be done during risk assessments-patients will be motivated to be open and honest, and engage with the therapist.
Given these equivocal results and the lack of research examining the role of risk assessment timing on suicide risk management, it is, thus, important to understand whether suicide risk assessments conducted early in the clinical interview differ from those conducted later in the session with regard to risk rating. We addressed this gap by manipulating the timing of semistructured suicide risk assessments conducted in an outpatient mental health clinic. We randomly assigned adult outpatients to receive a suicide risk assessment at the beginning of their initial intake or in the middle of the intake and explored whether suicide risk assessment ratings obtained at the beginning significantly differed from those obtained in the middle of intake. Analyses were exploratory because it may be that a lower proportion of patients who were randomly assigned to complete assessments at the beginning of the intake would be rated at elevated risk for suicide if patients are more reluctant to divulge symptoms of suicide at the beginning of an initial intake session. It is also possible that an equivalent proportion of individuals assessed at the beginning and middle of the initial intake would be rated at elevated suicide risk if risk assessments are conducted in a manner that is encouraging to the patient and timing does not significantly impact suicide risk ratings (i.e., in a calm, kind, empathic manner, while facilitating patient competencies and strengths, as well as autonomy where possible). This latter finding would be in line with perspectives that emphasize the principles of the self-determination theory.
Method

Setting and Procedures
This study was conducted at the Florida State University (FSU) Psychology Clinic, which is an outpatient clinic that primarily serves individuals from the community presenting with a variety of conditions that range in severity. Individuals suffering from psychotic or bipolar-spectrum disorders and not stabilized on medication or individuals determined to be an immediate danger to themselves or others were referred elsewhere for appropriate services (e.g., hospital emergency room). All protocols were approved by the Institutional Review Board of the university. This study comprised a battery of self-report measures and a one-hour intake interview conducted by a training therapist.
All therapists were predoctoral clinical psychology trainees trained by a licensed clinician with over 10 years of experience in empirically based standardized suicide risk assessment procedures (i.e., Joiner, Walker, Rudd, & Jobes, 1999 ; see Suicide Risk Assessment for details). All trainees had at least 3 months to 2 years of experience conducting risk assessments with supervision from licensed clinical psychologists. The therapists (n ϭ 25) were primarily female (59.9%) and Caucasian (64.5%), with ages ranging from 22 to 28 years (M ϭ 26.1, SD ϭ 1.5). The study was not double-blinded as therapists were aware of which condition their patient was assigned to; however, therapists were not informed of the study's hypotheses and conditions. First, informed consent was obtained for measures completed prior to the intake interview. This informed consent was separate from the informed consent obtained for the current study (i.e., study subjects consented to both the collection of routine measures and the study itself). Next, prior to attending the intake appointment at the clinic, all potential patients completed a battery of self-report measures of mental health symptoms (e.g., Beck Depression Inventory-II: Beck, Steer, & Brown, 1996 ; Beck Scale for Suicide Ideation: Beck, Kovacs, & Weissman, 1979; Liebowitz Social Anxiety Scale: Liebowitz, 1987) . Because these measures were completed several days and weeks prior to intake and were reviewed by the therapist before the intake session, they were not suitable as outcome measures. At the start of the intake session, the therapist provided the patient with a brief description of the purpose of the interview and the clinic and ensured the client understood the limits of confidentiality prior to proceeding with the interview. Following this, patients were informed about the voluntary nature, risks, and benefits of participation and the study procedures (i.e., a clinical interview, with half of patients being asked the questions about psychological functioning in a particular order and the other half being asked in a different order, but all questions were asked of all patients); however, they were not informed that suicide risk was the variable of interest. Three potential participants declined to participate. Patients who consented to participate were randomly assigned to one of two conditions using a random number generator. Conditions varied only in terms of when the suicide risk assessment was presented. After providing informed consent, the experimental group was immediately assessed for suicide risk (see the next section). The control group was assessed for suicide risk approximately 25-35 min later in the interview, after the clinician had collected psychiatric and psychosocial information. For both groups, level of suicide risk was determined immediately after conducting the suicide risk assessment based on the Joiner, Walker, et al. (1999) framework, and appropriate actions (e.g., arrangement for continued monitoring, safety planning) were taken and guided by this empirically informed assessment.
Suicide Risk Assessment
An empirically informed standardized assessment protocol was used to assess risk for engaging in suicidal ideation and behavior (Chu et al., 2015; Joiner, Walker, et al., 1999) . This risk assessment framework is consistent with recent suicide-related nomenclature (Silverman, Berman, Sanddal, O'Carroll, & Joiner, 2007) . Consistent with Silverman and colleagues (2007) , we used the term suicide to refer to a death caused by a self-inflicted injury motivated by at least some intent to die; suicidal ideation refers to thoughts about dying by suicide; suicide attempt refers to selfinjurious behaviors engaged in with at least some intent to die; and suicide-related behaviors as actions directly related to suicide, including suicide attempts and associated preparatory behaviors. We defined suicide risk as the likelihood of engaging in future suicide-related behaviors, including suicidal ideation and attempts. Risk assessment in this protocol emphasizes suicide attempt history and the nature of current suicidal symptoms.
In this study, therapists provided rationale for assessing suicide risk and posed questions regarding the nature of current suicidal thoughts (i.e., presence or absence, frequency, duration, plan, intent) and the number and severity of past suicide attempts or other prior suicidal behaviors (such as preparations for suicide). Patients were also asked about empirically demonstrated risk factors for suicide, including recent stressors, hopelessness, severity of psychopathology, family history of suicide, and impulsivity. Based on the information gathered regarding the aforementioned suicide risk factors, in particular patients' history of suicide attempts and severity of current suicidal ideation, patients were classified by standardized categories of suicide risk severity: low, moderate, severe, or extreme risk. These risk categories facilitated clinical decision-making and appropriate actions (see Table 1 for suicide risk categories and criteria; see Joiner, Walker, et al., 1999, and Chu et al., 2015 , for more details).
For the purposes of this study, the Joiner, Walker, et al. (1999) categories were used to form two groups: elevated risk or low risk.
Patients designated at low risk demonstrated one of the following presentations: (a) non-multiple attempter with no current or recent suicidal thoughts; (b) non-multiple attempter with suicidal ideation of limited intensity, duration, and severity, and few other risk factors; or (c) multiple prior attempts and no other risk factors. All other presentations were categorized as elevated risk. Given the questionable accuracy and clinical utility of fine-grained gradations in risk (Pisani, Murrie, & Silverman, 2016) , we reasoned that the distinction between those at relatively low risk and those at relatively higher risk may be of particular interest to clinicians aiming to make risk determinations in time-limited settings. Because the goal of risk assessments is not necessarily prediction but prevention (i.e., informed clinical decision making; Pisani et al., 2016) , this distinction is of clinical importance in this setting because it indicates the suicide-specific interventions needed in an intake session and whether further emphasis should be placed on suicide risk management at an early point in treatment. Thus, we tested our hypothesis using an experimental design with low versus relatively high risk as the outcome.
Unfortunately, due to limitations in resources, risk level was rated by only one therapist, and thus, information regarding interrater reliability is not available in the current study. However, Van Orden, Witte, Gordon, Bender, and Joiner (2008) showed that the suicide risk level ratings from this clinic demonstrate adequate interrater reliability between therapists ( ϭ .71, p Ͻ .001) and validity, such that the clinicians' ratings of suicide risk exhibited expected positive correlations (r ϭ .64, p Ͻ .001) with scores on the Beck Suicide Scale (BSS; Beck et al., 1979) .
Statistical Analyses
Given that both our independent variable (i.e., condition: beginning or middle timing of risk assessment) and dependent variable (i.e., suicide risk level: elevated or not) are binary, we conducted Table 1 Suicide Risk Categories and Criteria According to Joiner, Walker, et al. (1999) Note. Non-multiple attempters are individuals without a history of one suicide attempt or no suicide attempts (see Joiner, Walker, et al., 1999 , for details regarding suicide risk designations). This document is copyrighted by the American Psychological Association or one of its allied publishers.
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logistic regressions. Further, previous research has shown a relationship between suicide risk and age, gender, and attempt history (Haw, Hawton, Niedzwiedz, & Platt, 2013) . Thus, twoway interactions between condition and age, condition and gender, and condition and attempt history were tested to determine whether these variables moderated findings. Significance tests were two-sided. All analyses were conducted using SPSS 23 and Stata (StataCorp, 2009) . A power analysis conducted using G ‫ء‬ Power (Faul, Erdfelder, Lang, & Buchner, 2007) indicated that we had sufficient power (.82) to detect small effects, that is, odds ratio (OR) ϭ 1.58, two-tailed, x parm ϭ .5, Pr(Y ϭ 1|X ϭ 1)H0 ϭ .56, using logistic regression.
Results
Sample Characteristics
The sample consisted of 169 adult outpatients seeking services at the FSU-affiliated outpatient clinic. At intake, 54 had a history of outpatient care, and 16 had a history of inpatient psychiatric hospitalization. Ages ranged from 18 to 58 years, with the average age being 28 (SD ϭ 10). A little over half (53.3%) of the sample was female, with 65.1% reporting single marital status, 11% married, 1.2% separated, and 10.5% divorced (12.2% declined to report their marital status). The racial breakdown of the sample was as follows: 60.5% of the sample was White, 12.2% was Black, 2.3% was Asian or Pacific Islander, 1.2% was Alaskan or American Indian; the ethnic breakdown was 9.9% Hispanic, and 1% reported being of another racial or ethnic group not listed (12.9% did not report their race or ethnicity). The sample was fairly well educated, with over 70% endorsing an education level at or beyond some college-level experience. No significant differences between beginning and middle conditions on demographic variables emerged (see Table 2 for details). Refer to Table 2 for demographic and psychiatric characteristics displayed separately for the assessment timing conditions. Of note, outpatient populations tend to present with relatively severe suicide symptoms and psychopathology compared to the general population (Bostwick & Pankratz, 2000) . Therefore, the subset of this outpatient sample that we designate as having elevated risk should be interpreted relative to an already high-risk sample.
Descriptive statistics indicated that 14% of the participants assigned to the beginning assessment condition were designated at elevated risk, and 15% of the participants assigned to the middle assessment condition were at elevated risk. Suicide risk distributions in the beginning (M ϭ 1.05, SD ϭ .21, skew ϭ 4.52) and the middle (M ϭ 1.10, SD ϭ.30, skew ϭ 2.71) group similarly demonstrated positive skew, such that there were more individuals at low and moderate risk for suicide than at high risk. Suicidal ideation severity (BSS) did not differ significantly between timing groups (p ϭ .19).
Timing of Risk Assessment and Suicide Risk Level
The full model containing all predictors was not statistically significant, 2 (1, N ϭ 172) ϭ .07, p ϭ .79, indicating that the model was not able to distinguish between participants who were assessed at the beginning and those assessed in the middle of intake. As a whole, the model explained between Ͻ.1% (Cox and Snell R 2 ) and .1% (Nagelkerke R 2 ) of the variance in suicide risk level. Additionally, the model correctly identified 85.5% of cases. Condition (beginning vs. middle timing of risk assessment) was not significantly related to suicide risk level (␤ ϭ .119, SE ϭ .44, OR ϭ 1.13, 95% confidence interval [CI for OR: .48, 2.64], p ϭ .79). Thus, our results failed to demonstrate any significant difference in suicide risk ratings between participants who were assessed at the beginning of their intake compared to those who were assessed in the middle of intake.
Age, Gender, and Attempt History as Moderators
First, we examined whether age moderated the relationship between condition and suicide risk level. The full model containing all predictors was not statistically significant, 2 (3, N ϭ 172) ϭ 2.15, p ϭ .54, indicating that the model was not able to distinguish between participants who were assessed at the beginning and those assessed in the middle of intake. As a whole, the model explained between 1.4% (Cox and Snell R 2 ) and 2.4% (Nagelkerke R Table 3 for a summary of the results of the logistic regression). This document is copyrighted by the American Psychological Association or one of its allied publishers.
Discussion
Implications and Applications
Assessment of suicide risk is a crucial step in the prevention and treatment of suicidal behavior. To date, however, there has been little research identifying aspects of the process of conducting risk assessments that affect suicide risk evaluations. This study was designed to examine whether the timing of suicide risk assessments within an intake interview influences the likelihood of rating patients at elevated risk for suicide. Our results indicated that clinicians' assessment of risk did not differ as a function of timing of the assessment within the interview (i.e., at the beginning or in the middle), and this effect was not modified by age, gender, or attempt history. This finding suggests that the level of suicide risk endorsed by patients will be similar whether the assessment is completed early in the intake or later in the intake. This finding may imply that outpatients are not reluctant to share information about suicidal thoughts early on during clinical interview. Indeed, this finding is consistent with studies showing that patients in hospital emergency department settings, a setting where risk assessments are conducted under time constraints, will disclose suicide-related symp- This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.
toms (Boudreaux et al., 2013) . Given that a key component of suicide risk assessment is taking appropriate clinical actions that are proportional to the designated risk level, the amount of time needed to conduct a risk assessment may be extensive depending on the patient population. Thus, should these results be replicated, future studies may wish to examine whether potentially high risk patients (e.g., patients referred for outpatient therapy after an inpatient hospitalization) would benefit from risk assessments conducted earlier in the intake in order to allow sufficient time for safety planning and crisis management. Given that our results suggest that timing does not appear to impact clinicians' ratings of risk severity, the potential relationship between assessment timing and accuracy of risk detection may be a fruitful avenue for research. In particular, because the beginning and middle conditions in this study differed by 25-35 minutes it is possible that the likelihood of rating patients at elevated risk for suicide will vary over multiple sessions as a function of improved therapist-patient rapport. More studies are needed to clarify the role of timing and rapport in risk assessment.
It is important to note that our results only indicated that the timing may not affect risk ratings and do not speak to the role of potential confounding variables that were not evaluated or manipulated in this study. For example, therapists' communication abilities, perceived clinical rapport, and therapeutic alliance in risk assessment may have influenced our findings. Previous research has found that therapist-client communication, therapeutic alliance, and trust are important for suicide risk assessments (e.g., Fowler, 2012; Ganzini et al., 2013; Sachse, 1993) . Indeed, Ganzini and colleagues (2013) reported that in a sample of veterans, mental health providers promoted trust by demonstrating empathy, using straightforward and understandable language, and providing rationale for assessing suicide risk, which resulted in greater disclosure of suicide-related symptoms. Our null results do not suggest that communication and empathy are not important. Indeed, therapists in this clinic were trained to provide rationale and to show empathy and understanding during the risk assessment-skills that may be implemented in a short span of time. It is likely that therapists' communication abilities were adequate during the interview, and as such, our findings suggest that assessment timing is not associated with risk ratings in the context of a rapidly developed sense of therapeutic alliance and rapport. Of note, some studies have found that individuals were reluctant to disclose suicide-related symptoms even in the context of a therapeutic relationship (Busch et al., 2003) . Thus, given that this study did not evaluate communication, rapport, empathy, and trust, it will be important for future research to examine these variables in the context of risk assessment timing in outpatient settings.
Limitations and Future Directions
The findings and implications of this project should be considered in the context of the study's limitations. Therapists conducting the risk assessments were clinical psychology trainees; thus, it could be argued that these results do not generalize beyond training clinics. However, it is important to highlight that all therapists were extensively trained in Joiner, Walker, et al.'s (1999) standardized evidence-based suicide risk assessment procedures and were able to consult with supervisors on any difficult assessment decisions. Relatedly, ratings of risk were not double-blinded. However, this is unlikely to have influenced our results, given that therapists were not informed of the study hypotheses until after the completion of data collection. Further, as mentioned previously, adequate validity (i.e., correlations with Beck Suicide Scale scores; Beck et al., 1979) and interrater reliability between therapists have been established for suicide risk assessment ratings from our clinic (Van Orden et al., 2008) . Thus, it is unlikely that our results could be accounted for by the fact that our therapists were trainees and therefore suggests that these findings should generalize across outpatient mental health clinics. Nonetheless, the inclusion of a self-report measures of suicide-related behaviors (e.g., BSS; Beck et al., 1979) as an outcome measure will strengthen future studies as it would allow us to determine the convergent validity of clinician-rated risk levels. Future studies may also use role-playing strategies to obtain reliability indices; we were unable to do this, because these data were collected over several years and the therapists are no longer available.
Prior research has shown that many suicide risk factors, such as suicide attempt history (arguably one of the more robust factors), have high false-positive rates (Fowler, 2012) , with a recent metaanalysis of over 50 years of research showing that the ability to predict suicide-related behaviors is only slightly above chance (Franklin et al., 2017) . Thus, it is crucial to note that although this risk assessment approach has been supported by prior research (e.g., Chu et al., 2015, n.d.; Joiner, Walker, et al., 1999) , the results of this study do not specifically address whether this assessment accurately identified individuals at elevated risk, which would necessitate follow-up to detect future suicidal thoughts and behaviors. Finally, it could be argued that use of a moderate sample size contributed to the fact that our hypothesis was not supported. However, our power analysis indicated sufficient power for detecting small effects. Thus, although replication is always desirable, we reasoned that statistical power is not the explanation for the failure to reject the null hypothesis.
Additionally, this study lacked measurements of potential moderators of the relationship between risk assessment timing and ratings of severity. For example, there was no direct assessment of perceived clinical rapport; therefore, it is unclear whether rapport significantly changed over the course of the session and whether rapport facilitates suicide risk assessments. Future studies should aim to include direct assessments of patient-and clinician-rated rapport to examine mechanisms whereby the timing of assessments may affect outcomes. Relatedly, clinicians in this study received extensive training in suicide risk assessment and may thus have felt more confident and comfortable during risk assessments (Fenwick, Vassilas, Carter, & Haque, 2004; Oordt, Jobes, Fonseca, & Schmidt, 2009 ). Clinicians' risk assessment experiences may have influenced clinician behaviors, patient responses, rapport, and ultimately, risk ratings. Because a large number of clinicians have not been trained in risk assessment (Schmitz et al., 2012) , future research examining the role of clinical experience in risk assessments will help to promote a greater focus on suicide risk training in graduate programs. Another potential factor influencing suicide risk ratings may be the amount of information gathered (i.e., if the assessment is done later in the interview, more information will have been collected).
Moreover, future studies are needed to examine patient characteristics as potential moderators. For example, it may be the case that the timing of risk assessments affects patients' willingness to This document is copyrighted by the American Psychological Association or one of its allied publishers.
disclose suicidal thoughts only at severe levels of risk, such as among patients presenting to psychiatric emergency departments or among those with previous attempts. Another possible moderator is age, given that older adults have been shown to be less likely to endorse suicidal ideation yet more likely to die by suicide (Conwell et al., 1998) . Although we examined age as a moderator, participants in the present sample were primarily in early adulthood. Thus, findings may not generalize to suicide risk screening in youth and older adults, because these populations were not represented in our sample. Additionally, although outpatients are at greater risk for suicide than is the general population, other high-risk populations, such as psychiatric inpatients, military service members, and older adults (Conwell, Van Orden, & Caine, 2011; LeardMann et al., 2013) , were not examined. Thus, we look forward to future investigations focusing on youth, older adults, and other specialized high-risk populations. Relatedly, it is also not clear whether these results would hold in settings such as emergency departments or inpatient units; thus, it could be valuable to extend these findings to these different settings. In particular, future research in other settings could investigate different clinical decisions (e.g., imminent vs. not imminent) to determine which clinical distinctions are the most important for a given setting (e.g., emergency department).
Our finding regarding timing of risk assessments suggests an avenue for future research investigating other aspects of the process of risk assessment that may contribute to clinical judgments about suicide risk. Future research examining the role of rapportbuilding and communication techniques in eliciting information relevant to suicide risk would be informative. This is an important avenue for future research, given that many clinicians hold the belief that a suicidal patient will often purposefully or unconsciously be motivated to withhold information about prior suiciderelated behaviors from others (cf. Freedenthal, 2007; Osberg & Shrauger, 1986; Shea, 1999) , thereby necessitating special interviewing techniques to elicit suicidal thoughts-a belief that may serve as a barrier to asking about suicide. Indeed, as noted earlier, some individuals are reluctant to disclose suicide-related symptoms to their mental health providers (Busch et al., 2003) ; thus, it will be important for future research to consider other variables, such as social desirability, self-reported patient honesty, phrasing, and tone of risk assessment questions, as potential moderators. Finally, future studies may also want to include longitudinal follow-up assessments to further clarify whether assessment timing influences predictive validity. Previous research has found that suicide risk ratings remain consistent or decrease slightly over time, for up to a period of 6 months (Eynan et al., 2014) , and Reynolds, Lindenboim, Comtois, Murray, and Linehan (2006) reported that low-intensity interventions, such as validating the patient's feelings, were sufficient to induce small, downward changes in risk. Because the current design was cross-sectional, it is unclear whether assessments made early or late differ with respect to sensitivity and specificity of predicting later suicidal behavior.
In sum, although evidence has suggested patients often endorse suicidal thoughts and provide accurate information when asked directly (Joiner, Rudd, & Rajab, 1999) , few patients spontaneously disclose suicidal thoughts and behaviors (Matthews et al., 1994) . It is the responsibility of the clinician to ask. Thus, suicide risk assessments conducted in outpatient clinical settings are crucial in the treatment and prevention of suicide. Yet, the field's understanding of the necessary aspects of suicide risk assessments remains underdeveloped. The findings of the present investigation provide preliminary evidence that the timing of risk assessment may not be a crucial factor in obtaining clinically useful risk ratings to guide risk management and intervention. We look forward to future projects that replicate and extend the present study in an effort to refine and streamline clinically useful and potentially life-saving risk assessment procedures.
